In the last decade, hundreds of civilians and soldiers died, and thousands were wounded due to numerous terrorist attacks in Israel. [1] [2] [3] This conflict led to prolonged, low-intensity damage to people and property, which is different than a total war. In the military literature, this is called low-intensity conflict. Lowintensity conflict is not peace and it is not war-the severity and distribution of injuries and principles of the medical response are different. In some incidents, the principles resemble those during a wartime medical responses, and in some incidents, the principles resemble those of peacetime medical responses. In other incidents, the response is unique.
Editorial Comment diabetes and other chronic illnesses were excluded from the study. Therefore, conclusions only are relevant for Grade-1 wounds in the low-intensity conflict environment.
The humanitarian efforts made by Hamouda et al in treating all these casualties and their efforts in collecting and analyzing the data are appreciated. Research is the only way to advance knowledge, and more scientific work must be done to develop new concepts in the field of military medicine. However, we believe that prospective studies that examine new, therapeutic concepts must be performed only after the approval of a Helsinki Committee, and that informed consent must be approved by the casualties in order to participate in a prospective study.
Hamouda and colleagues conclude that minimal surgical treatment of missile injuries to the extremities can be an alternative treatment in situations with a high number of casualties and limited resources. However, as the authors stated, the study has several limitations. It is an uncontrolled, non-randomized study, and the results are drawn from a small, selected body of material. Data concerning systemic signs of infection, such as fever or leucocytosis, are missing, which makes it difficult to assess the significance of the wound infections.
Moreover, the rate of infection in this study was found to be 2-5 times higher than the rate found in the literature of civilian gunshot wound cases that were treated conservatively, and similar to wartime gunshot wounds treated conservatively. These facts make it difficult to support the conclusion of this study.
It is agreed that further studies should be performed where patients are randomized to different treatment regimens. Hopefully, peace will come soon and there will be no need for further study.
In the current study, the rate of infection was 2-5 times higher than the rate reported in previous studies where civilian gunshot injuries were treated with limited surgical intervention. In these studies, the rate of infection was reported to be 2% to 4%, and the infection rate has not been influenced by antibiotic treatment. [6] [7] [8] [9] In a report from Afghanistan, 15 causalities with Grade-1 wounds were treated conservatively by cleaning and dressing the wound, and penicillin was administered intravenously for one day and orally for four days. Two patients (13%) developed a superficial abscess, 10 similar to the rate of infection found in the current study. Most of the causalities arrived to the hospital 24-48 hours after being wounded. More work is needed to identify war wounds that can be treated conservatively.
Hamouda and colleagues treated all of the patients with antibiotic prophylaxis. Protocols for antibiotic prophylaxis in the treatment of fractures caused by gunshots have not been delineated clearly in the literature. Using antibiotic therapy to treat these fractures is predicated based on the muzzle velocity of the weapon used to inflict the fracture. A general consensus has been reached regarding the requirement of at least 24 hours of intravenous antibiotic treatment in fractures caused by high-velocity weapons, in conjunction with the appropriate wound and fracture care. Similarly, in fractures caused by shotguns, thorough wound debridement and 24-48 hour administration of intravenous antibiotics is necessary. However, in fractures caused by low-velocity weapons, there is not a preponderance of evidence demonstrating that there is a distinct advantage to using antibiotic prophylaxis in these injuries. 11 It should be emphasized that the current study only included Grade-1 wounds in the extremities. Complex wounds, wounds in other parts of the body, and patients with
